Study Objectives: Traditional medical education strategies teach learners how to correctly perform procedures while neglecting to provide formal training on iatrogenic error management. Error management training (EMT) requires active exploration as well as explicit encouragement for learners to make and learn from errors during training. Simulation provides an excellent methodology to execute a curriculum on iatrogenic procedural complication management. We hypothesize that a standardized simulation-based EMT curriculum will improve learners' confidence, cognitive knowledge, and performance in iatrogenic injury management.
Study Objectives: Traditional medical education strategies teach learners how to correctly perform procedures while neglecting to provide formal training on iatrogenic error management. Error management training (EMT) requires active exploration as well as explicit encouragement for learners to make and learn from errors during training. Simulation provides an excellent methodology to execute a curriculum on iatrogenic procedural complication management. We hypothesize that a standardized simulation-based EMT curriculum will improve learners' confidence, cognitive knowledge, and performance in iatrogenic injury management.
Methods: This was a pilot, prospective, observational study performed in a simulation center using a curriculum developed to educate resident physicians on iatrogenic procedural complication management. Pre-and post-curriculum assessments included confidence surveys, cognitive questionnaires, and critical action checklists for 6 simulated procedure complications. Assessment data were analyzed using medians, interquartile ranges, and the paired change scores were tested for median equality to zero via Wilcoxon signed rank tests with p<0.05 considered statistically significant.
Results: Eighteen residents participated in the study curriculum. The median confidence increased significantly by a summed score of 12.5 (8.75 -17.25) (p<0.001). Similarly, the median knowledge significantly increased by 6 points (3 -8) from the pre-to post-curriculum assessment (p<0.001). For each of the simulation cases, the number of critical actions performed increased significantly (p<0.001 to p¼0.002).
Conclusions: We demonstrated significant improvement in the confidence, clinical knowledge, and performance of critical actions after the completion of this curriculum. This pilot study provides evidence that a structured EMT curriculum is an effective method to teach management of iatrogenic injuries. Study Objectives: Professional conduct over video is not necessarily intuitive, and telemedicine work without adequate provider preparation can lead to poor performance and poor care. Telemedicine is very much in the public and regulatory spotlight, and it is important that individual conduct reflect institutional standards. Therefore, it would be wise for organizations starting telemedicine service lines to train practitioners in this new modality. To that end, we developed a one-day curriculum to teach telemedicine etiquette and medicolegal awareness for our large multihospital enterprise.
Methods: The curriculum centers on 4 telemedicine competencies: 1) Basics: technology use, staging considerations, medicolegal environment; 2) "Web-side manner": self-presentation skills and medical history taking; 3) Patient examination: skills necessary for remote video exam; 4) Facilitated examination dynamics: skills for when another provider is physically present. All competencies are taught through a combination of simulation and small group didactics. Competency 1 is taught by student-to-faculty video simulation and with a locally tailored legal curriculum. Competencies 2 through 4 use a video-based standardized patient encounter. For each of these encounters, students receive feedback from the standardized patient. An advocacy/inquiry style debrief with a simulation-trained physician helps students explore each competency and understand the differences between skills used for in-person encounters and those needed for video-based encounters. Principles of professional conduct related to each competency are discussed during each session. To date, participants have included physicians, nurse practitioners, and physician assistants at varying points in their careers and from multiple specialties. Feedback was assessed using a 5-point scale (1, strongly disagree to 5, strongly agree).
Results: Anonymous feedback from participants in this pilot program was positive (Table) . The program has also received favorable feedback from hospital administration and departmental stakeholders (data not shown).
Conclusions: Using simulation and a standardized curriculum we can effectively teach different provider types basic telemedicine competencies and systematize professional telemedicine conduct. This may serve as an effective conceptual model for other institutions seeking to standardize telemedicine conduct and professionalism. Future work will include program assessment of pre-and post-session core knowledge and video assessments of encounters evaluated by outside observers.
A Novel Integrated Difficult Delivery and Neonatal Resuscitation Simulation for Emergency Medicine Residents
Nickerson JE, Bentley S/Icahn School of Medicine at Mount Sinai, New York City, NY Study Objectives: Newborn delivery and resuscitation are essential emergency medicine skills, yet are rare occurrences. Simulation can provide integrated training in these essential skills addressing a deficit in emergency medicine training. Our study seeks to evaluate whether an in-situ simulation can improve emergency medicine residents' knowledge and confidence in performing difficult deliveries and neonatal resuscitation.
Methods: We conducted a needs assessment of graduating PGY-4 residents assessing their confidence and found that the majority (75%) noted feeling "not confident at all" or "barely confident" to perform difficulty deliveries and no residents felt "confident" or "very confident" in performing neonatal resuscitation. Based on these data we developed a novel simulation session integrating a difficult delivery with a subsequent neonatal resuscitation. The 15-minute simulation was run with 1 learner, an embedded simulation participant nurse, and a standardized patient in the ED setting. The learner was required to perform critical actions to reduce a shoulder dystocia to deliver a neonate that was apneic on delivery requiring the learner to perform neonatal resuscitation (per Neonatal Resuscitation Program® (NRP) guidelines). The simulation and checklist of critical actions were developed from previously validated tools in collaboration with content and simulation experts from OB and Pediatrics. Following case completion, the learners were debriefed utilizing plus/delta format in conjunction with standardized teaching points and individualized feedback. We piloted the simulation on residents prior to implementation. We graded clinical performance using the checklist of critical actions. Prior to the simulation, we assessed knowledge using a 9 question multiple choice test and confidence using 5-point Likert scales adapted from previously validated surveys. Residents completed post-test knowledge and self-adequacy surveys 3 months after completing the simulation.
Results: A total of 43 (66%) resents completed the simulation. We found that interns had a baseline knowledge deficit compared to PGY2-4 (53% versus 66%, p¼0.034). On average, residents scored 66% (11.9/18) for shoulder dystocia and 65% (9.7/15) for neonatal resuscitation on the checklist of critical action. Analysis of scores revealed no clinical difference in performance between junior and senior residents. Three months after completing the simulation, residents demonstrated increased knowledge by 10% (62% pre-simulation versus 72% post-simulation, p¼0.05). The majority (80%) had increased confidence in difficult deliveries and in performing neonatal resuscitation rated on a Likert scale (1.6 versus 2.7; p¼0.04) 3 months after completion of the simulation.
Conclusions: Emergency medicine residents (including senior residents) are not confident in performing difficult newborn deliveries or neonatal resuscitation and have
